Medical student mistreatment continues to be a significant problem despite increased awareness and longitudinal efforts to address the issue. Through audience discussions of a previously published film depicting learner mistreatment, we identified challenges created by student behaviors that negatively impact the learning environment. In addition, the need to address cultural competency in a multigenerational clinical environment became apparent. Methods: We created a film of three vignettes based on perspectives shared in focus groups by faculty, residents, nurses, and staff who work with medical students. We used this film to develop student and faculty curricula elucidating generational differences in behaviors and expectations while also exploring the learner's role in creating a more positive learning environment. Results: Our film was presented to medical education professionals at faculty development workshops and meetings, clerkship students at orientation sessions, residents as part of residents-as-teachers curricula, and faculty at departmental grand rounds. Evaluation data from 176 students and 42 faculty showed that a majority of our participants believed the film accurately reflected challenges they faced in the learning environment and felt better equipped to address them. Discussion: Film is an effective way to stimulate discussion about complex interactions in the clinical learning environment. Divergent perspectives on behaviors depicted in the film served as a stimulus to create targeted curricula for faculty and student education. Stimulating dialogue through film may enhance understanding and empathy among disparate groups, which is likely to be a necessary step for lasting change.
Introduction
Despite increased awareness of the problem of medical student mistreatment, national rates have remained stable over time. 1 While it is agreed that institution-wide, multifaceted efforts are necessary to address this intransigent problem, even welldesigned, decade-long efforts can be unsuccessful. 2 One significant challenge is that the concept of learner mistreatment is nuanced and susceptible to multiple (and sometimes divergent) interpretations. To address this challenge, the University of Vermont Larner College of Medicine previously developed and published in MedEdPORTAL a film/discussion curriculum 3 and self-study module 4 designed to convey the perspective of learners on the topic of mistreatment. In keeping with most published guidelines and initiatives on how to address mistreatment, this one was largely focused on the role of educators in the problem and on faculty development. a discussion on the role of the learner in creating a positive learning environment. This neglect of the student role is also reflected by the paucity of literature focused on the student's contribution toward building a positive multigenerational learning environment.
Although other video-based 5, 6 and narrative-based 7 curricula address medical student mistreatment in the clinical learning environment, this film and curriculum aim to illustrate the other side of mistreatment. Specifically, this film is unique in depicting the perspectives and challenges identified by faculty, residents, nurses, and staff in working with medical students. It is built on the premise that learners can gain valuable insight by participating in a curriculum designed to expose them to the views of educators so that they, too, might consider altering their expectations and behaviors in the learning environment. It is designed to be administered to medical students and all faculty, residents, staff, and nurses who participate in the training of medical students and can be presented as a standalone curriculum or in series with our previously published MedEdPORTAL curriculum on the student perspective on learner mistreatment. 3 It is our hypothesis that depicting both sides of learner-teacher interactions to all stakeholders in the learning environment is necessary to reduce defensiveness and promote the level of mutual empathy we believe is essential to create what Leape et al. 8 have termed a culture of respect in medicine.
Methods

Focus Groups
In January 2015, we obtained local grant funding (University Health Center Trust and University of Vermont Medical Group Teaching Award) to create a learning environment film (Appendix A: UVMCOM Film2) depicting the perspectives of faculty, nurses, staff, and residents. We conducted 10 focus groups across three clinical sites (the University of Vermont Medical Center [UVMMC] and two affiliates) as follows: four nursing groups, three clinical faculty groups, one basic science faculty group, one resident group, and one Office of Medical Student Education staff group.
Film Development
From the transcribed focus group narratives, we identified common themes that were used to create scenarios for the film script. The three scenarios in the film covered discussion topics such as the use of technology, promoting a spirit of inquiry, the importance of setting clear expectations, enhancing learner engagement, constructive feedback, nurse-medical student interactions, and attendance and punctuality (Appendix C: Facilitator's Guide). One member of our group (Sean F. Ackerman, MD), a film director and child psychiatrist, wrote the script and directed the film. We cast amateur volunteer actors in parts corresponding to their actual role in medicine and filmed on location at UVMMC using a professional production crew.
Film Screening
We screened the resulting 5-minute film with 20 medical students across different years to collect comments, then solicited help from four current fourth-year medical students to identify teaching points (e.g., best practices) for student viewers. We also screened the film in several faculty workshops, collecting reactions and best practices from these audiences.
Curriculum Development
We then developed two separate film/discussion curricula around the film: one for student education and one for faculty development. Teaching points for faculty (nurses, residents, and staff) and students are summarized in Table 1 and discussed in the Facilitator's Guide (Appendix C). In each curriculum, film viewing was accompanied by a slide deck presentation exploring general themes related to learning environment challenges (Appendix B: Other Side of Mistreatment) and was followed by a facilitator-led discussion on each of the film's scenarios, including a summary of best practices derived from focus group themes, prior audiences, and the literature (Appendix C). As our ideas developed, we also began to use the film as a stimulus to discuss system changes and generational differences in medicine, 9 with the aim of enhancing cultural humility across generational gaps ( Table 2 ).
Data Collection
We presented this curriculum in the following contexts:
r Three clerkship orientation sessions (students). r Two departmental grand rounds (faculty, nurses, staff, and students).
r Two faculty development sessions (faculty). r One nursing development session (nurses).
We collected audience response data from the three clerkship sessions and the two departmental grand rounds on the impact of this curriculum (Appendix D: Session Evaluation). To facilitate cross-generational communication, these sessions were facilitated by a group of core faculty involved with film development, residents, and medical students. Those who attended had the option to answer evaluation questions directly after the film screening using audience response technology. Questions in these sessions focused on respondent characteristics, perceptions, and experience in witnessing events related to student behaviors that may contribute to conflicts within the learning environment. We collected these data using TurningPoint software version 7.5.8.1 (Turning Technologies, Youngstown, Ohio) and used SPSS version 24 (IBM, Armonk, New York) to analyze results. This research was granted exempt status by the University of Vermont institutional review board on January 5, 2017 (CHRMS 17-0286).
Implementation
We presented this curriculum to audiences with as few as 10 (faculty development workshops) and as many as 110 participants (whole-class orientation). The film and discussion session can be completed in an hour, although we found that 75 minutes is optimal to secure enough time for discussion. Standard slide-deck projection equipment with video capability is required. The use of audience response technology is ideal for minimizing barriers to participation and is a useful way to tally honest reflections on each of the scenarios depicted. This curriculum is applicable to both students and faculty and can be administered, as well, to mixed audiences (e.g., grand rounds).
Results
Evaluation Data
We collected evaluation data from 176 students after they participated in our film/discussion curriculum in two grand rounds sessions (psychiatry and anesthesiology), two clerkship orientation sessions, and one clerkship bridge session. Most of the students (47%) were 20-30 years old, 45% were 31-40 years old, and 8% were 41 years or older. Fifty percent were female, 46.3% were male, and 3.8% chose "other" as their gender.
Evaluations from our faculty development workshop in September 2017 rated the session as excellent (5 of 5) and commented, "We had a great discussion about the problem."
We also collected evaluation data from 42 educators (residents, fellows, and community or academic faculty) participating in the curriculum as part of grand rounds in psychiatry and anesthesiology. Eight percent of respondents were 20-30 years old, 44% were 31-40 years old, 17% were 41-50 years old, and 31% were 51 years or older. A majority of faculty were male (75%), 17% were female, and 8% denoted their gender as "other."
Identifying common challenges: A sizable majority (95%) of viewers reported that this film resonated with them. Within the overall student cohort, 26% reported having engaged in some or all of the challenging behaviors shown in the film more than once a month, and 36% reported witnessing some or all of the challenging behaviors in fellow students more than once a month. In a smaller subset of students queried about whether they had witnessed the behaviors portrayed in each specific scenario (n = 33), all reported witnessing behaviors depicted in Scenarios 1 and 3 and 94% (n = 30) reported witnessing behaviors illustrated in Scenario 2 in fellow students. Most students reported having done nothing when they witnessed the behaviors in their fellow students (45% for Scenario 1, 53% for Scenario 2, and 90% for Scenario 3). Some comments from the sessions included the following: "I loved how the video provided 'could-be-real' examples" and "extremely well done."
Generational differences: Overall, 70% of respondents (n = 118) agreed or strongly agreed that the film helped them rethink previously held assumptions about people from generations different from their own. These results did not differ based on whether a respondent was a student or educator ( p = .342).
Impact of the film: After viewing the film, a majority of students (73%) and educators (87%) felt better equipped to address challenges in the learning environment. Additionally, 75% of students reported increased understanding of the faculty, resident, nurse, and staff perspective related to the challenging student behaviors depicted in the film. More than half of students (55%) responded that they were more likely to change their behavior after viewing the film.
Discussion
We learned that viewing a short, high-quality film was an effective way to stimulate rich discussion about the complex interpersonal interactions encountered in the clinical learning environment. In particular, we found that this film engaged the audience and elicited strong reactions because it seemed to trigger defensive group-affiliation responses (e.g., student in defense of student, faculty of faculty). Although this presented challenges in multigenerational audiences, it also presented great opportunities because we found the audience cross talk (e.g., across the learner-teacher divide) to be highly informative. The interprofessional and intergenerational dialogue often led to an enriched participant understanding of generational tendencies impacting the learning environment. We discovered that the behaviors depicted in the scenarios occurred frequently and that students did not initially understand the impact these behaviors could have on others. However, after participating in the curriculum and being made aware of differing perspectives, a majority of students reported they were likely to change their behavior. Faculty also gained understanding of student perspectives and felt better equipped to address these behaviors when observing them in the future.
In addition, we discovered that teaching points and best practices differed considerably between groups such that two separate curricula were needed-one for students and one for faculty, staff, and nurses. We discovered that reviewing the faculty curriculum with students helped validate their experience; similarly, sharing the student curriculum with faculty helped faculty understand what students were being taught. We also found that periodically mentioning what was being taught to the alternate group helped minimize defensiveness because, not surprisingly, no one group wants to be the sole target of education, thereby, by implication, shouldering the blame for learning environment conflicts.
One unique aspect of our curriculum is that we have solicited resident and medical student contributions at each phase of curriculum development. Because students and junior residents are the closest to the student experience, we have found that including them as cofacilitators for the presentations and discussions optimizes participation. At our institution, in series with our first film/discussion session about medical student mistreatment from the student perspective, 3 students engage in this teacher perspective film and discussion as part of their weeklong annual student clerkship orientation. This combined curriculum conveys important messages about our institution's commitment to a positive learning environment. It demonstrates that responsibility for a positive learning environment is shared by everybody and that cross-generational dialogue is needed to optimally participate in the multigenerational and interprofessional environment of health care.
To date, this curriculum has also been presented in faculty development sessions (e.g., during designated grand rounds or faculty meetings/retreats) and in resident-as-teacher seminar series. We have made our curriculum available to all departments and affiliate sites where medical students are present and believe that the film and discussion points are generalizable to many clinical learning environments.
Although the film and discussions have been positively assessed by our surveys, it is unclear whether they have resulted in lasting behavioral change at the individual level, a demonstrable impact on the learning environment, or improved interactions among faculty, residents, nursing staff, and medical students. Further research is needed to assess the longer-term impact of our film-based discussion curriculum on measures such as AAMC Medical School Graduation Questionnaire mistreatment data. Another limitation of this curriculum is that it runs the risk of falsely ascribing all student mistreatment to a lack of generational cultural humility, which is not our intention. If this curriculum is used independently of our first-film curriculum, it is important to provide the overall context of the problem of student mistreatment, being sure to signify that conflict derived from generational differences is just one element of a much larger problem.
Finally, our two films do not achieve a full 360-degree perspective on the clinical learning environment because the perspective of patients and families is not fully represented. This is a worthy next project for our group given the negative impact that conflict within the clinical learning environment may have on our shared goal of providing patient-centered care.
Despite these limitations, we believe that stimulating inter-and intraprofessional dialogue by providing a realistic depiction of the complexity of the mistreatment problem has the power to enhance understanding and empathy among disparate groups. This is likely a necessary step toward creating lasting improvements in the learning environment.
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